One of the 5 coping scales in Rahe's Brief Stress and Coping Inventory, entitled Life Meaning, was 
Premature mortality is the most dramatic measure of poor health in a society. However, a broader concept of health is to view it as a dynamic equilibrium. The World Health Organization (WHO) definition of health emphasizes the importance of mental and social well-being (WHO, 2001) . This concept, by definition, draws on the contributions of positive psychology, which aim to understand and reinforce human strengths and factors that allow individuals, communities, and societies to flourish (Seligman & Csikszentmihályi, 2000) .
Empirical evidence suggests beneficial health effects from individuals' spiritual beliefs and practices. Spirituality appears to be an important resource for health and one that is not easily reducible to other social and behavioral factors such as social support and socioeconomic status (for reviews see Astrow, Puchalsky, & Sulmasy, 2001; Oman & Thoresen, 2003; Powell, Shahabi, & Thoresen, 2003) . Spirituality is a broader concept than religion, not limited to those who practice some religious tradition, and is frequently about a search for transcendent meaning (Astrow et al., 2001; Powell et al., 2003) .
The Life Meaning subscale of Rahe's Brief Stress and Coping Inventory examines one component of spirituality (Appendix). Some questions are similar to the meaningfulness component of Antonovsky's (1993) Sense of Coherence questionnaire. However, it also includes questions related to the transcendent meaning of life, such as "I feel my life is part of a larger plan" and "My values and beliefs guide me daily."
There were two aims of this study. First, we aimed to determine the relation between Rahe's life meaning construct and self-reported health in a large, representative sample of the Hungarian population. Second, we aimed to determine the ecologic variation between life meaning scores and rates of total, cardiovascular, and oncological morality in middle-aged men and women living in 150 subregions in Hungary.
Methodology Sample
The Hungarostudy 2002 is a national, cross-sectional survey that is representative of the Hungarian population older than 18 years according to sex, age, and the 150 subregions in the country. The sampling was carried out using the National Population Register, which was updated using the 2001 National Census. A clustered, stratified sampling procedure was developed by experts at the National Population Register. All communities with a population of more than 10,000 were included in the sample as well as a randomly selected sample of smaller villages. In a second step, single persons were selected from this database in an age and gender distribution that was comparable to that existing in the specific county or settlement size from which they were drawn. The final sample thus reflected the gender, age, and settlement size characteristics of each given county. Two random samples of 13,000 persons were generated. The first sample was used for the study, and the second sample allowed for replacements of individuals in the first sample who refused to participate.
In 2002, 12,643 persons were interviewed in their homes (Rózsa et al., 2003; Skrabski et al., 2004) . The sample represented 0.16% of the population older than age 18. The refusal rate was 17.7%. There were differences in refusals based on residence where refusals tended to be higher in large cities than in small villages and based on gender where refusals were 4% higher in men than in women. For each refusal, another person was selected of the same age and sex from the same community. This replacement procedure did not result in any significant selection bias. The final sample corresponded well to the population descriptors of the Central Statistical Office. We compared the distributions of selected important variables in the final dataset and in the original. The sampling error in each case was within statistically acceptable limits with the highest estimated stratification error being 2.2% in men aged 18-39. This error is within the limits of the permitted statistical deviation (Rózsa et al., 2003) .
The interviewers in this study were district nurses, and the time spent in the homes administrating the questionnaires was approximately 1 hr each . Because of their education in health, district nurses were selected as the most competent persons for interviewing our participants. These nurses were intensively trained for their duties over a 2-week period, including personal supervision and three test interviews before they began data collection.
Standardized Mortality Data
Ecological mortality analyses drew on age-standardized, midlife (45 -64 years), gender-specific mortality rates for the main causes of death computed by the Central Statistical Office of Hungary for each of the 150 Hungarian subregions for the last available years, between (Klinger, 2003 . The standardized, weighted cardiovascular (ICD 10, , oncological (ICD 10, C00-D48), and total mortality rates were included as outcome measures.
Measures
Life meaning. The Hungarian translation of this eight-item subscale from the Brief Stress and Coping Inventory of Richard Rahe Rahe, Veach, Tolles, & Murakami, 2000) was included in the analyses (See Appendix).
Cronbach's α for this scale was 0.69 in this study, indicative of acceptable internal consistency (Rózsa et al., 2003) . The life meaning score was normally distributed in the sample (0 = lowest score, 16 = maximal score).
Depression. Depressive symptomatology was measured by the nine-item shortened version of the Beck Depression Inventory (BDI). This is a reliable measure for screening depressive symptom severity in community surveys (Kopp & Skrabski, 1996; Kopp et al., 2000; Lasa, Ayuso-Mateos, Vazquez-Barquero, Diez-Manrique, & Dowrick, 2000; Rózsa, Szádóczky, & Füredi, 2001) . In this study the internal consistency for this scale was 0.85 (Rózsa et al., 2003) . The Hungarian version of this scale was validated in the general population and on clinical samples earlier (Rózsa et al., 2001 ; 0 = lowest score, 27 = maximal score).
WHO Well-Being Scale. This five-item measure of well-being had a Cronbach's α of 0.84 in this study (Bech, Staehr-Johansen, & Gudex, 1996; Rózsa et al., 2003 ; 0 = lowest score, 15 = maximal score).
Self-Efficacy questionnaire. Cronbach's α for this four-item scale in this study was 0.83 (Kopp, Schwarzer, & Jerusalem, 1993; Rózsa et al., 2003; Schwarzer, 1993 ; 0 = lowest score, 12 = maximal score).
Shortened version of Ways of Coping questionnaire. The 16-item shortened version of the Ways of
Coping questionnaire (Folkman & Lazarus, 1980; Kopp & Skrabski, 1996; Rózsa et al., 2003) features problem-focused coping (0 = lowest score, 18 = maximal score), emotion-focused coping (0 = lowest score, 24 = maximal score), and support seeking (0 = lowest score, 6 = maximal score) factors (Rózsa et al., in press; Skrabski et al., 2004 ). Cronbach's α for the total score was 0.71 in this study (Rózsa et al., 2003) .
Perceived social support. This scale measured perceived support separately as support from family members (0 = no support, 15 = maximal support); from nonfamily members (0 = no support, 12 = maximal support); and from civic associations, religious associations, or both (0 = no support, 6 = maximal support; Caldwell, 1987; Kopp & Skrabski, 1996; Kopp et al., 2000) . Each type of support was scored from 0 to 3, indicating the degree of perceived support ranging from none to a great deal.
Subjectively rated health (SRH) and self-reported disability (SRD). SRH was measured with the question "How do you rate your health in general?" There were five responses: very good, good, fair, poor, and very poor. Self-reported absence of SRD was measured by the question "How do you rate your working disability?" There were six response options: no working disability, light working disability, medium working disability, severe working disability, not able to work, and cannot leave his or her chair or bedridden.
Religious involvement and importance of religion. Involvement in religion was measured by two questions: "Are you religious? If yes, what is the form of your worship?" Responses to the first question were scored 0 for "I am not religious," 1 for "I don't worship," 2 for "I worship in my own way," 3 for "I worship rarely in my church," and 4 for "I worship regularly in my church." The second question related to the importance of religion was scored 0 for "Not at all," 1 for "Slightly," 2 for "Very important," and 3 for "It influences my every action." Demographic control variables. Education was measured by the highest education grade on a six-level score (from less than primary to university level). Sex (1 = men, 2 = women) and age of the persons were included.
Statistical Methods
SPSS (1999) Base 9 was used for all analyses. Cronbach α coefficients, partial correlation analyses, and multiple stepwise linear regression analyses with standardized β weights were used. Partial correlation coefficients, adjusting for age, sex, and education, were calculated between life meaning and self-rated health, self-rated freedom from disability, and the other psychosocial variables on an individual level. Regression models were constructed to examine life meaning jointly with the other demographic and psychosocial variables as correlates of the various self-reported health dependent variables. For the ecological analyses, the average values of life meaning scores were computed for each of the 150 Hungarian subregions, separately for men and women, and then correlated with gender-and disease-specific mortality rates for each of these subregions. Table 1 presents the results of the ecological analyses that link average life meaning scores to standardized subregional mortality rates in each of the 150 subregions in Hungary (weighted by number of cases; men and women in 45-64 year age group; n = 4,265, female = 2,274, male = 1,991). Life meaning was inversely related to premature total and oncological mortality for both men and women. For cardiovascular mortality, life meaning was inversely related only for the women. Male total premature mortality and male cardiovascu-lar mortality were more closely connected with female life meaning than with male life meaning. Table 2 presents the results of the individual level analyses linking life meaning to self-reported health. After controlling for the effects of gender, age and education, life meaning was most closely connected with WHO well-being score (r = .349), next with the selfrated absence of depression (r = .261), with self-rated health (r = .172), and with self-rated absence of disability (r = .118). All correlations were highly significant (p < 0.000).
Results
Tables 3-5 present the results of the regression analyses that examine the independent correlates of well-being, depression, and self-rated health, respectively. Table 3 shows that the most important correlate of WHO well-being was life meaning where the β weight (.27) was more than twice that of the next strongest variable (age) to enter the equation. Table 4 shows that the three most important correlates of BDI depression were life meaning (β = -.20), age (β = .22), and emotion-focused coping (β = .26). Table 5 shows that the most important correlate of self-rated health was age (β = -.42). After age and education, life meaning entered third in the model (β = .11). Table 6 presents the partial correlations between life meaning and the other psychosocial variables, adjusting for sex, age, and education. Life meaning was most strongly related to self-efficacy (r = .438), but all of the other psychosocial variables were also significantly correlated. There was a connection between life meaning and both practice of religion (r = .187) and importance of religion (r = .221). Table 7 presents a multivariate model that examines the independent correlates of life meaning. Self-efficacy, importance of religion, problem-focused coping, and perceived social support from nonrelative and from family were most closely connected with life meaning. Sex, age, and education were less closely related. Together, the set of variables explained 33.6% of the variance of life meaning in the total population.
LIFE MEANING

Discussion
Life meaning, as measured by the Rahe Brief Stress and Coping Inventory, proved to be strongly related to the self-reported health status of this large, nationally representative sample of the Hungarian population. On an ecological level, life meaning was also related to premature mortality trends in the 150 subregions of Hungary. Interestingly, male premature mortality and male cardiovascular mortality were more closely connected to female life meaning scores than to male life meaning scores. These results are consistent with our previous findings that male and female health are strongly interconnected but that female attitudes appear to influence male health more strongly than the male attitudes influence female health (Kopp et al., in press; Skrabski et al., 2003) .
Self-rated health is a reliable predictor of morbidity and mortality. Several studies have shown an increased risk of death in those who report that their health is poor (Idler & Benjamini,1997; Kaplan et al., 1996; Miilunpalo, Vuori, Oja, Pasanen, & Urponen, 1997;  82 SKRABSKI ET AL. Note. n = 12,640.
Table 6. Partial Correlations Between Life Meaning and Other Psychosocial Variables
Life Meaning Score
Self-efficacy r = .438 a p < 0.000 Problem-focused coping r = .339 a p < 0.000 Emotion-focused coping r = -.091 a p < 0.000 Perceived social support from relatives r = .169 a p < 0.000
Perceived social support, not from relatives (friends, coworkers, neighbors) r = .221 a p < 0.000
Perceived social support from civic organizations r = .191 a p < 0.000
Importance of religion r = .221 a p < 0.000 Practice of religion r = .187 a p < 0.000
Note. n = 12,640. a Controlled for sex, age, and education. Moller, Kristenson, & Hollnagel, 1996; Wannamethee & Shaper, 1991) . In a separate study, we examined the ecological associations between self-rated health and middle-aged (45-64 years) mortality rates across the 20 counties of Hungary. We found that self-rated health at the aggregate level is strongly correlated with mortality rates in both men and women, although more strongly for the former than for the latter (Kopp et al., 2004, in press) . Depression is an independent risk factor for mortality, especially among men (Hemingway & Marmot, 1999; Kubzansky & Kawachi, 2000; Musselman, Evans, & Nemeroff, 1998) . Glassman and Shapiro (1998) reviewed the relation between depression and cardiovascular morbidity and mortality. After controlling for smoking and other standard risk factors (gender, weight, activity, blood pressure, and cholesterol), the apparently healthy individuals who had elevated depression ratings were more likely both to develop and to die from ischemic heart disease. The results of five longitudinal studies showed that people with serious depression, and with no cardiovascular disease at the beginning of the study, were two to four times more likely to die of myocardial infarction. This relation held when these data were standardized for other known risk factors (Glassman & Shapiro, 1998; Murphy, Monson, Olivier, Sobol, & Leighton, 1987; Musselman et al., 1998; Pratt et al., 1996) . Depression can make the course of other disorders, such as cancer, diabetes, immunological diseases, and osteoporosis, more serious and accelerate aging (Dinan, 1999; Horrobin & Bennett, 1999; Kielkolt-Glaser, 2002) .
Consequently, our results suggest that meaning in life is an important salutogenic factor in population health, particularly in a society undergoing considerable political and economic transition. The self-efficacy concept (Bandura, 1997; Schwarzer, 1993 ) is a well-documented positive psychology component, but life meaning was more closely connected to reported good health in our study. Life meaning was, in fact, correlated with a number of positive psychosocial factors, including self-efficacy, problem-focused coping, religiousness, and high levels of social support. Interestingly, life meaning was independent of age, gender, and education.
There is a scholarly neglect of the empowering functions of spirituality in the Western world (Oman & Thoresen, 2003) . There are few studies on the health effects of the oppression against spirituality and religion in the communist countries under the Soviet rule. Religion was regarded as "the opium of the people" and Marxist "scientific materialism" was a requirement for university entrance examinations as well as for positions in education, science, and public affairs. Religious practices and expression of spiritual thinking were punished. It can be hypothesized that there were ill-health effects secondary to this strong opposition of religion and spirituality. These proposed effects might be called "cultural iatrogenesis," which diminished the capacities of people to cope positively with difficulties of life (Oman & Thoresen, 2003) .
Recent political changes and the uncritical acceptance of Western consumer values in the Hungarian population might also contribute to the health deterioration of the male population. Interestingly, in the older age groups (older than 65 years), the Hungarian health statistics are better than they are in the middle-aged population. Nonetheless, the Hungarian statistics are comparable to the worst Western European figures in the elderly age groups (Demographic Yearbook, 2002; Kopp et al., 2002) . The Hungarian health deterioration has been more marked among men than among women in the last decade. Both life meaning and religiousness are higher in women . Religious involvement may be a strong protective factor for the female Hungarian population . It is important to stress, however, that religion and life meaning are not identical concepts. There are religious people with relatively low life meaning and nonreligious people with high life meaning. Thus, life meaning seems to be an independent positive psychological health protective factor, yet one that is closely connected with spirituality and the search for transcendent meaning in life (Astrow et al., 2001) .
Meaning in life appears to be a positive psychological resource that promotes health in the Hungarian population. It is possible that a similar finding would emerge from studies of other transitioning societies in Central-Eastern Europe. We encourage the incorporation of life meaning into other large-scale studies of stress, coping, and health in such countries in transition. 
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